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Age-based Comparisons of Patients Undergoing Secondary Rhytidectomy

S c i e n t i f i c F o r u m
The surgical plan for patients requesting secondary rhytidectomy may require alteration to accommodate the patient's desires, as well as their contributing medical conditions. Patients requesting secondary rhytidectomy are older and are more likely to have comorbid medical conditions that could require such alterations. 2, 9 Furthermore, medications to treat comorbid medical conditions may affect wound healing, blood pressure management, and adequate blood clotting, all of which if uncontrolled may be detrimental to a successful outcome. Secondary rhytidectomy can be quite different from primary surgery. The anatomy may be different at all levels of dissection. Elasticity of the tissue will be diminished, and the skin will be thinner. 4, 9 Often, less skin is excised in secondary surgery. However, the skin flap should be more robust after primary rhytidectomy because of the delay phenomenon after previous flap elevation. 10, 11 If dissection of the SMAS was previously performed, it too may be more difficult and dangerous to mobilize.
The principles of secondary face lift surgery are similar to those for a primary rhytidectomy. However, sequelae of the primary procedure, such as asymmetry, pixie ear lobe, tragal abnormalities, lateral sweep, hairline malposition, and abnormal scarring, may add to the complexity of the procedure. [5] [6] [7] [8] Knowledge of the patient's previous operation is advisable but not always available. Skin redraping without tension and with proper vectoring is critical. 12, 13 It is important to address the patient's concerns for improvement. In a patient who is pleased with prior work, further rejuvenation may be relatively straightforward. However, if stigmata of previous rhytidectomy surgery are evident, improvement of these deformities may be more challenging. This study evaluated differences between patients undergoing secondary rhytidectomy and those undergoing primary rhytidectomy. We considered such issues in secondary rhytidectomies as what is done to the SMAS, the incidence of submentalplasty, the incidence of concomitant rejuvenation procedures and what they were, the influence of comorbid conditions, the overall complication rate, and other comparisons that would distinguish secondary from primary rhytidectomies.
Materials and Methods
Patients were prepared for surgery by use of published protocols. 14 In general, preoperative medical consultation was recommended more frequently in this group of patients. There were no alterations in operating procedures as a consequence of secondary surgery.
We identified 113 patients who underwent secondary rhytidectomy; 101 charts from patients in this group were available for review, including 98 from female patients and 3 from male patients. Most patients received had local anesthesia supplemented with systemic anesthesia administered and monitored by an anesthesiologist during the procedure. Nearly all patients underwent a wide skin undermining face lift, with most undergoing either SMASectomy or SMAS imbrication and without any appreciable change in incision design. Simultaneous procedures performed included a wide variety of concomitant aesthetic procedures.
Results
Of the 101 patients, 97 underwent a second rhytidectomy procedure, whereas 4 had a third rhytidectomy. Patient ages at the time of surgery ranged from 40 to 81 years, with an average age of 60. We arbitrarily divided patients into 2 groups by age at time of surgery. Group 1 consisted of 48 patients who were 60 years old or less, and group 2 consisted of 53 patients who were older than 60 years at the time of surgery. Follow-up after surgery ranged from 2 weeks to 8 years. Most patients stated that they were pleased with their previous face lifts but noticed changes with time that they believed could be improved with additional surgery.
In group 1, 37 of 48 patients (77%) underwent multiple procedures along with their face lift, and 16 of 48 patients (33%) had at least 1 comorbid medical condition (Table 1) . In group 2, 41 of 53 patients (77%) underwent additional procedures along with their face lift, and 39 of 53 patients (74%) had at least 1 comorbid medical condition. A detailed description of ancillary procedures performed in conjunction with secondary rhytidectomy is found in Table 2 .
Submentalplasty was defined as subcutaneous fat removal, occasional deep submuscular fat resection, and a platysma plication, resection, or transection. Isolated
Volume 22, Number 6 S c i e n t i f i c F o r u m suction-assisted lipoplasty of the neck was not included in this category but was considered part of the face lift procedure. In group 1, 2 of 48 patients (4%) had a submentalplasty; in group 2, 8 of 53 patients (15%) underwent this procedure.
The comorbid conditions for the two groups are listed in Table 3 . The most common of these conditions, in decreasing order of frequency, were depression, hypertension, thyroid disease, smoking, asthma, and breast cancer history. A history of depression was found in 7 of 48 patients (14.6%) in group 1, and 8 of 53 patients (15.1%) in group 2. A statistical analysis comparing groups 1 and 2 was performed with the r 2 test and revealed a significant difference in the number of comorbid conditions found in these 2 groups (P < .01, r 2 = 9.62).
Two patients in group 1 reported postoperative complications. One patient reportedly had a deep vein thrombosis and pulmonary embolus that resolved with anticoagulation. The other patient reported that she was treated for cellulitis of her retrotragal incision. No com- plications were reported among group 2 patients. There were no temporary or permanent sensory or motor injuries, no hematomas requiring operative evacuation, no infections requiring hospitalization, and no significant skin flap losses (Table 4 ). There was no statistically significant difference in the complication rate of this secondary rhytidectomy series (2 of 101, or 2%) compared with the rate quoted in the literature for primary face lifts.
Discussion
As face lifting becomes more common, more patients are likely to seek a second, third, or even fourth face lift. In the senior author's recent rhytidectomy experience, approximately 23% of patients undergoing rhytidectomy underwent secondary rhytidectomy. Most of these patients were happy with their previous face lift but were seen for improvement of previous work.
Secondary rhytidectomy adds another level of complexity to face lifting surgery. Constraints placed on the operative procedure because of incision design during prior surgery sometimes limit the ability to perform the procedure of choice. Because secondary face lifts often have less skin excised, converting a pretragal scar to a retrotragal location may be difficult. If not designed properly, the hairline may be distorted. In fact, local flaps 16 or hair transplant techniques with minigrafts and micrografts 17 may be required to recreate preoperated hairlines, especially in the temporal and sideburn regions.
Tissue quality leading to limited mobility and redraping may also add to the difficulty. In the older patient and the previously operated face, the SMAS may be very thin and difficult both to elevate and to mobilize to get the desired effect. However, proper vectoring of the SMAS and reorientation of the skin may improve on some of the common adverse pitfalls of previous face lifting, such as the lateral sweep and pixie ear lobe deformity. Fat grafting and other soft tissue fillers may be required to correct contour deformities or soft tissue atrophy caused by prior surgery or changes associated with facial aging.
In this review, 77% of all patients had ancillary procedures in conjunction with their secondary rhytidectomy. Although 8 of 53 patients older than 60 (15%) underwent submentalplasty, there was not a statistically significant difference between the 2 groups of patients.
Patients undergoing a secondary face lift are in general older than those undergoing a primary face lift and more commonly have comorbid medical conditions. When comparing group 1 and group 2, comorbid conditions are more common with increasing age; this was found to be statistically significant. Safety for the patient is always an issue; however, the surgical plan was not significantly altered in any way to accommodate these comorbid conditions.
In general, patients with unrealistic expectations and a poor understanding of the procedure and outcome are S c i e n t i f i c F o r u m not good candidates for surgery. In addition, patients with sequelae of previous surgery that cannot be corrected by a secondary rhytidectomy should not undergo surgery. Patients undergoing secondary rhytidectomy are generally older than those undergoing primary procedures, and most will require more extensive medical evaluation before surgery. However, patients with medical contraindications, such as significant heart or lung disease that cannot be optimized before surgery, should not undergo operation. Finally, psychological issues in some patients may be a contraindication for surgery.
In this series, the most common comorbid condition was depression. Thyroid disease, hypertension, smoking, and asthma in decreasing order also were very common. Comorbid medical conditions add another level of complexity for this older population of patients that may require extensive preoperative work-up and clearance.
Conclusion
In properly selected patients, secondary rhytidectomy combined with ancillary procedures is safe even when segregating patients undergoing secondary face lift by age. ■
